letters carry out a crown preparation of an LL7. The first block did not take fully so therefore I placed a second block which was placed higher.
As half the anaesthetic went in the patient complained of double vision and flashing lights which turned from being dark purple to a light purpley haze.
I immediately stopped the injection and tried to reassure the patient. On examining her right eye, the eye was looking mesially, possibly compensating for blocking one of the nerves to the left eye muscles.
I was wondering if anybody else has had this phenomenon with colour and flashing lights. I was under the impression that the optic nerve was involved in vision and I was not aware from doing anatomy many years ago that a dental anaesthetic could block this nerve! In fact I feel there must be another reason why this occurrence happened. We carried on with the crown prep after reassuring the patient and after 15 minutes things settled back to normal.
M. hughes Anglesey DOI: 10.1038/sj.bdj.2010.633
toolkit Procedures
Sir, I would like to comment on the recent paper Caries control in health service practice by Page et al. (BDJ 2010; 208: 449-450) , concerning the guidelines in the DH Oral Health toolkit.
My NHS practice is predominantly concerned with the treatment of children. I have been following the toolkit guidelines, including the application of fluoride varnish twice a year to most 3-18-year-old patients, including those at low risk of caries and more frequently to those patients at high risk. At the same time I have been attempting to follow the NICE guidelines on oral health assessments for low risk young patients, increasing the time intervals to nine months or a year, as recommended. As stated by Harris et al., 1 dental professionals as well as those committed to paediatric dentistry find child protection to be a difficult and challenging area of work with a need for improved child protection training for dental professionals.
OMFS SHOs around the UK are regularly exposed to a considerable number of cases of facial and dental trauma in paediatric patients during on-call duties, often covering several hospital sites. Emergency departments can experience extremely busy times and although in most cases children are initially assessed by experienced nurses and doctors, on occasion OMFS SHOs are the first health contact. For example, expected admissions from peripheral hospitals and outof-hours dental referrals bypass initial triage. In these cases the responsibility for assessing child protection lies with the on-call OMFS SHO. But are we well prepared for that?
Within these circumstances, we write to remark how crucial child protection awareness is, the need of establishing good rapport with the child in order to extract first hand information and a comprehensive history taking including a detailed family and social history. A systematic facial and dental examination and high standard of record keeping are also valuable in identifying or alleviating concerns.
Our observation is that oro-dental examination is often poorly documented and not comprehensively referred by emergency department staff. As a paediatric doctor working in a children's emergency department, I have seen first hand that basic dental knowledge is lacking from both adult and paediatric doctors.
In these clinical settings, how many times are children seen by professionals who are not appropriately trained to assess child protection? How often do people ask for help in this matter or know the appropriate referral pathway? Who should have the responsibility in ensuring a child is in a place of safety and has not been subject to abuse?
Although child protection training in secondary care is regularly offered to all staff in contact with children, the regulation of this is well overseen in paediat-
